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Valentino’s  syndrome.  Perforated  peptic  ulcer with
unusual clinical  presentation
Síndrome  de  Valentino.  Úlcera  péptica  perforada  con  presentación  clínica
inusual
M.M. Ramírez-Ramíreza,∗, E. Villanueva-Saenzb
a General  Surgery  Service,  Hospital  Regional  de  Alta  Especialidad  de  Ixtapaluca,  Ixtapaluca,  Estado  de  México,  Mexico
b Colorectal  Surgery  Service,  Hospital  Ángeles  del  Pedregal,  Mexico  City,  MexicoThe  eponym  ‘‘Valentino’s  appendix’’  was  ﬁrst  described
in  relation  to  the  American  actor,  Rudolph  Valentino.
He  underwent  an  appendectomy  for  acute  appendicitis,
later  developing  peritonitis  and  multiple  organ  failure  that
resulted  in  his  death.  Autopsy  revealed  a  perforated  gastric
ulcer.  The  ﬂuid  originating  from  the  perforated  ulcer  travels
through  the  paracolic  gutter  to  the  right  iliac  fossa,  causing
peritoneal  irritation  in  that  quadrant.  The  presence  of  peri-
appendicitis  during  surgery  obliges  the  surgeon  to  rule  out
other  pathologies  and  prevent  catastrophic  consequences.
A  29-year-old  man  presented  with  abdominal  pain  of  48  h
progression.  The  clinical  interview,  physical  examination,
and  radiologic  ﬁndings  were  consistent  with  complicated
acute  appendicitis  (Fig.  1).  Valentino’s  syndrome  was  diag-
nosed  during  laparoscopy  (Figs.  2  and  3).  Appendectomy  was
performed  and  primary  closure  was  carried  out  with  the
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Figure  1  Plain  abdominal  x-ray  with  the  patient  in  a  stand-
ing position  shows  the  ﬁxed  segment  in  the  left  hemiabdomen
(white  arrow)  with  image  blurring.
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Figure  2  Hyperemic  cecal  appendix  with  ﬁbrin  and  peri-
appendicular  ﬂuid  secondary  to  chemical  peritonitis.
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urface of  the  ﬁrst  part  of  the  duodenum  (white  arrow).
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-ray  (Fig.  4).igure  4  Right  upper  quadrant  of  the  abdominal  x-ray  show-
ng the  hepatic  silhouette  (black  arrow),  diaphragm  (white
rrow),  and  the  free  subdiaphragmatic  air  (dotted  white  arrow).
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